Group B streptococcal bacteremia with septic arthritis is a rare complication of second trimester dilation and evacuation, and may cause substantial post-operative morbidity. A 37-year-old gravida 4 para 1-0-2-1 presented with fever and right hip pain on post-operative day 11 from a second trimester dilation and evacuation for fetal trisomy 21. She was initially found to have septic arthritis involving the right sacroiliac joint and group B streptococcal bacteremia. Transesophageal echocardiogram showed a tricuspid valve, vegetation consistent with endocarditis. After prolonged parenteral antibiotic therapy, she developed septic pulmonary emboli that were successfully treated with anticoagulation therapy. Group B streptococcal infection is a potentially serious post-abortion complication that can cause sacroiliitis, endocarditis and septic pulmonary emboli.
Introduction
Group B streptococcus (GBS) is a well-known cause of neonatal sepsis, maternal chorioamnionitis and postpartum endometritis. Although the use of intrapartum antibiotic prophylaxis has decreased neonatal GBS disease, the rate of invasive GBS infections in non-pregnant adults continues to rise. 1, 2 Skin and joint infections as well as urosepsis are common presentations, whereas more serious infections, such as endocarditis and meningitis, occur less frequently. 2 Invasive GBS disease including sacroiliitis and tricuspid endocarditis has been observed following pelvic instrumentation, such as dilation and curettage and forceps delivery. 3, 4 Below, we report the case of post-abortal GBS bacteremia complicated by septic arthritis, bacterial endocarditis and subsequent septic pulmonary embolism.
Case
A 37-year-old Gravida 4 para 1-0-2-1 elected to undergo dilation and evacuation at 19-weeks gestation after trisomy 21 was diagnosed on amniocentesis. Four laminaria and two sterile sponges were placed intracervically 1 day preoperatively. Two hundred micrograms of misoprostol was administered buccally 90 min before the surgery. In addition, the patient was started on 100 mg of oral doxycycline the day before surgery, which she continued twice daily for 7 days postoperatively. The dilation and evacuation was performed under ultrasound guidance without incident. The patient was discharged home in stable condition several hours after surgery with prescriptions for methergine and ibuprofen.
On postoperative day 11, the patient was presented to the emergency room with fever and right gluteal pain. At home, she had experienced intermittent chills with fevers as high as 103 1F since the first postoperative day. On the fifth postoperative day, she had developed right hip and gluteal pain, which progressively worsened until she sought care at the emergency room on postoperative day 11. Owing to the pain, she had difficulty in ambulating. She denied abdominal pain, cramping, dysuria, flank pain, diarrhea, nausea or vomiting. She reported minimal vaginal bleeding and denied foul smelling discharge.
Her past medical and surgical histories were unremarkable. Past obstetrical history was notable for a term vaginal delivery and two uncomplicated dilation and curettages for first trimester spontaneous abortions. She occasionally took Motrin and Tylenol for pain. She denied tobacco, alcohol or drug use. She was married and worked as a podiatrist.
In the emergency room the patient was febrile to 101.6 1F. Her other vital signs were stable. On cardiac examination, there was a 1/6 systolic murmur at the left sternal border. Her abdomen was soft and non-tender, and she did not have costovertebral angle tenderness. Although she had full range of motion in both hips, she had point tenderness over the right gluteal region. Lab work showed a white blood cell count of 6.8 kg ml
À1
, erythrocyte sedimentation rate of 61 mm h À1 , and C-reactive protein of 137 mg l À1 . On computed tomography scan, a small amount of fluid was seen in the right hip joint. Magnetic resonance imaging was suggestive of right sacroiliitis. Echocardiogram was performed to evaluate cardiac murmur. This identified significant tricuspid regurgitation with a thickened tricuspid valve and flail, consistent with tricuspid endocarditis. Blood cultures grew group B streptococcus. The patient was treated with intravenous ceftriaxone and gentamycin. A peripherally inserted central catheter was placed for long-term parenteral antibiotics. On the seventh day in hospital, after being afebrile for over 48 h, the patient was discharged home. At the time of discharge, she was ambulating with a walker. Her strength, gait and speed were noted to be improved since the time of admission. At home, she was scheduled to receive intravenous ceftriaxone for 6 weeks and intravenous gentamycin for 2 weeks. She was discharged with physical therapy, infectious disease and cardiology follow-up.
Approximately 6 weeks after discharge, the patient presented to the emergency room was complaining of right sub-scapular pain with shortness of breath. Her pain was pleuritic in nature and was not relieved with non-steriodal anti-inflammatory pain medication. Spiral computed tomography scan showed a pulmonary embolus in the right segmental pulmonary artery. The patient was therapeutically anti-coagulated with low molecular weight heparin and discharged in stable condition.
Discussion
Each year in the United States, over 800 000 women undergo elective termination of pregnancy. 5 Infection after mid-trimester abortion by dilation and evacuation is rare and usually corresponds to mild endometritis or salpingitis. Altman et al. 6 reported a rate of 1.5% without the use of routine antibiotics. Peterson et al. 7 found a significant reduction in febrile morbidity with the addition of prophylactic antibiotics. Risk factors for post-abortion infection include the presence of infection in the lower genital tract at the time of abortion and a history of pelvic inflammatory disease. 8 The pathogens most often implicated in post-abortion pelvic inflammatory disease are Neisseria gonorrhea and Chlamydia trachomatis. 9 In a meta-analysis of 12 randomized-controlled trials comparing antibiotics with placebo in women undergoing suction curettage abortion before 16-weeks gestation, Sawaya et al. 8 found an overall 42% decreased risk of developing post-abortal infection regardless of risk. Citing these data, the American College of Obstetricians and Gynecologists recommends the use of antibiotic prophylaxis at the time of abortion. 10 The optimal antibiotic regimens remain unclear. The American College of Obstetricians and Gynecologists supports a regimen of doxycycline 100 mg orally 1 hour before the abortion, followed by 200 mg orally after the procedure. This regimen is effective for Chlamydia prophylaxis, but does not cover GBS or gonorrhea. Our patient received an extended course of doxycycline including a preprocedure dose. Despite this regimen, she experienced significant febrile morbidity as illustrated above. Preoperative genital cultures were not obtained on our patient. Routine genital/cervical cultures are not recommended before abortion by suction curettage. Investigators have found that universal prophylaxis is as effective at preventing post-abortion infection, as a screen and treat approach for C. trachomatis or N. gonorrhea.
9
Group B streptococcus isolates have traditionally been uniformly penicillin-sensitive, with penicillin G being the most active agent in vitro.
11 GBS isolates are also susceptible to ampicillin, extendedspectrum penicillins and cephalosporins. Recommended treatment is usually penicillin G (3 to 4 million units intravenously every 4 h) or vancomycin (1 g intravenously every 12 h) for patients allergic to penicillin. The typical duration of therapy is 10 days for skin and soft tissue infections, 2 to 3 weeks for meningitis and a minimum of 4 weeks for osteomyelitis or endocarditis. 12 An aminoglycoside, most often gentamycin, is sometimes added for synergy to treat endocarditis. Our patient received intravenous ceftriaxone for GBS coverage, with gentamycin to complete treatment for endocarditis.
Colonization with GBS has not traditionally been considered a risk factor for post-abortion infection, and is therefore not the primary target of prophylactic antibiotic regimens. Nonetheless, as illustrated in the case presented here, GBS can cause significant post-abortion morbidity. GBS infections can occur in otherwise healthy individuals; however, most have underlying co-morbidities. Diabetes mellitus, liver cirrhosis and neurological impairment have been associated with increased risk of invasive GBS disease. 13 GBS infection has diverse clinical manifestations in adults, ranging from pyogenic arthritis to endocarditis. In one study, GBS was found to be the causative agent in 10% of bacterial arthritis in adults.
14 In a series of 10 cases of GBS sacroiliitis, the most common presentation was hip or buttock pain, and females were most frequently affected (9/10). Three of the ten reported cases were associated with pelvic instrumentation, including forceps delivery and dilation and curettage. 3 Concominant infectious processes, including endocarditis, have been noted in 31% of GBS arthritis cases. 15 Like most GBS infections in non-pregnant adults, endocarditis most often occurs in the setting of chronic illness or immunosuppression. The mitral and aortic valves are most often involved, whereas tricuspid valve involvement is less common. 16 Seworth et al. reviewed 124 cases of endocarditis in an obstetric and gynecologic population, and found that 25 cases occurred following abortions and 32 cases involved the tricuspid valve. Seven patients in that series had GBS endocarditis. 16 In a series of 13 patients with GBS endocarditis, Azzam et al. 4 reported that four of thirteen occurred after an abortion. All but one patient in this series developed pulmonary emboli.
In summary, GBS sacroiliitis with concomitant endocarditis is a rare entity, but both have been reported in the literature, following abortion. Although invasive GBS disease is more common in patients with underlying disease, it must not be overlooked as a source of serious post-abortion morbidity. It would be interesting to conduct either an observational or interventional study, to determine whether peri-abortal antibiotic coverage should be expanded for GBS prophylaxis.
